Treatment of giant posterior circulation aneurysms, via endovascular or microsurgical approaches, carries a high risk of morbidity and mortality. While flow-diverting stents (FDSs) represent a potent therapy for endovascular reconstruction of complex aneurysms, they are also associated with novel complications for which effective salvage techniques are lacking. We present a unique complication from failed treatment with a FDS. A 51 year-old male presented with increasing headaches secondary to a giant, fusiform aneurysm of the left posterior cerebral artery, which was largely thrombosed. Due to progressive enlargement of the aneurysm corresponding to worsening clinical symptoms, the lesion was treated with two Pipeline embolization devices (ev3, Plymouth, MN, United States). Three months after Pipeline embolization device treatment, complete posterior cerebral artery occlusion was observed at the origin of the proximal stent. Despite the lack of arterial inflow, the aneurysm dome continued to grow, resulting in obstructive hydrocephalus. Therefore microsurgical intervention was undertaken to trap and excise the aneurysm. The patient's postoperative course was complicated by multiple venous infarcts, ultimately resulting in death. Successful microsurgical obliteration of aneurysms previously treated with FDSs is extremely difficult. A combination of judicious preoperative planning and meticulous intraoperative surgical technique are requisite for effective management of these complicated cases.
INTRODUCTION
Giant intracranial aneurysms, defined as those greater than 25 mm in diameter, rank among the most complex neurosurgical pathologies to safely and effectively manage. While these devices allow us to achieve new heights in endovascular aneurysm occlusion, they also present a new slate of complications for which the optimal A B C D E F G Fig. 1 . Non-contrast brain computed tomography (CT), axial view, (A) shows no evidence of obstructive hydrocephalus and (B) demonstrates a round, hyperdense structure (circle) in the region of the left thalamus compatible with the partially thrombosed aneurysm sac arising from the left posterior cerebral artery (PCA) previously diagnosed. The intra-aneurysmal thrombotic mass measures 21×21 mm, increased from 17×18 mm 10 weeks prior and from 14×14 mm eight months prior. Brain CT angiography (CTA), (C) axial, (D) coronal, and (E) sagittal views, demonstrates an irregular, fusiform dilatation of the left PCA P2 and P3 segments (arrow) with a largely thrombosed aneurysm sac arising medially. Cerebral angiography, lateral (F) and anteroposterior (G) views, demonstrates a giant, fusiform aneurysm of the left distal PCA P2 and P3 segments with a similar serpentine morphology (arrow) compared to prior angiography 10 months prior. The aneurysm measures approximately 40 mm in length and its proximal dilatation has increased in size to 4.5 mm from 3.7 mm on previous angiography. Arterial flow through the diseased segment of the parent artery is mildly delayed, and the majority of the aneurysm sac known to be thrombosed from non-invasive imaging (B-E). The diameter of the parent PCA vessel is 1.3 mm. The aneurysm was treated with two telescoping pipeline embolization devices, 2.5×20 mm and 3.0×35 mm in size, without complications. The proximal (+) and distal (*) ends of the dual PED construct are marked (F, G).
management is not defined. The technical nuances of microsurgical intervention for aneurysms previously treated with a FDS have not previously been described.
We present a case of giant posterior cerebral artery 
CONCLUSIONS
This is the first reported case of PED extraction from a posterior circulation aneurysm and of microsurgical intervention following failed endovascular occlusion with a FDS. These cases are exceedingly difficult to manage successfully. Further experience and reports are necessary to define the optimal management of these patients.
